Abstract: Several professional groups, which are not health professionals, are more likely to witness situations requiring basic life support (BLS) due to the nature of their job. The aim of this study was to assess BLS learning after 150 min of training in undergraduate students of sports science and their retention after eight months. Participants trained on BLS (150-min session: 30 theory, 120 practice). After training (T1) and after 8 months (T2), we evaluated their performance of the BLS sequence and two minutes of cardiopulmonary resuscitation (CPR). At T1, the 23 participants presented a mean score of 72.5 ± 21.0% in the quality of the CPRs (compressions: 78.6 ± 25.9%, ventilation: 69.9 ± 30.1%). More than 90% of the participants acted correctly in each step of the BLS sequence. At T2, although the overall quality of the CPR performed did not decrease, significant decreases were observed for: correct hand position (T1: 98.2 ± 8.8, T2: 77.2 ± 39.7%), compression depth (T1: 51.4 ± 7.9, T2: 56.0 ± 5.7 mm), and compression rate. They worsened opening the airway and checking for breathing. In conclusions, participants learned BLS and good-quality CPR after the 150-min training session. At eight months they had good retention of the BLS sequence and CPR skills. Training on airway management and the position of the hands during CPR should be reinforced.
Introduction
A person with out-of-hospital cardiac arrest (OHCA) does not always receive cardiopulmonary resuscitation (CPR) [1] presumably due to a lack of competence of the bystanders witnessing the emergency [2] . For this reason, the European Resuscitation Council (ERC) recommends that the general population should be taught basic life support (BLS) [2] . There are several professional groups
Materials and Methods

Participants
We contacted 162 undergraduate students of Physical Activity and Sports Science degree from the public university of Barcelona (INEFC-Barcelona). Fifty-two of them attended an informative meeting where the study was explained, 45 accepted voluntarily to participate in the study, and 43 received the training ( Figure 1 ). The inclusion criteria were to be a third-grade student (where the first aid subject is taught), not having previously received BLS training, have availability to attend training and not have physical impediments to perform CPR. Participants who could not attend training or the follow up were excluded. All participants were informed about the aim of the research, the study design, the confidentiality statement, and that their participation was voluntary and they could withdraw if they wished.
Study Design
A quasi-experimental study without a control group was performed, with a follow-up at eight months. Participants were trained in BLS and were assessed after this training (T1). We encourage to all participants to attend the follow-up assessment at eight months ( Figure 2 ). 
Enrollment
Excluded (n=7)
 Can not attend training(n=5)  Self-excluded, unknown reason (n=2)
Agree to participate in the study (n=45) 
Study Design
Training
To ensure uniform training, all the trainers were emergency and teaching professionals who were accredited by the Consell Català de Ressuscitació and approved by the Consejo Español de Reanimación Cardiopulmonar and the ERC. Each group contained a maximum of eight students for one teacher and had three practice manikins (QCPR, Laerdal Medical ® ).
The training lasted 150 min and consisted of 30 min of theory and 120 min of practice ( Figure 2 ). The theory part included concepts related to BLS (survival chain, the BLS sequence and CPR), emphasising the key aspects associated with high-quality CPR following the recommendations of the ERC-2015 [2] . The practice part of the training was divided into four 30-min blocks that involved: (a) learning the BLS sequence using a methodology from the analytical to the global, in which the teacher first performed the demonstration and then the students practised it; (b) practising CPR (standard sequence of 30 compressions: 2 ventilations) with a biofeedback system and real-time correction of the chest compressions, depth and ratio (SkillGuide, Laerdal Medical); (c) practical cases in a simulated scenario of a sports event (i.e., cardiac arrest of a match spectator); and (d) combined practice with a biofeedback system involving a BLS case and two consecutive minutes of CPR.
Procedure, Assessments and Variables
Before the training, we registered participants' personal data (age, sex, etc.). After training (T1) and at eight months (T2), we evaluated the execution of the BLS sequence and two consecutive minutes of CPR (30:2) by the participants (Figure 2) . Furthermore, the participants were asked to answer three questions related to CPR at T2: position of hands, proportion of compressions-ventilations, chest compression depth and rate ( Table 1 ). The BLS sequence was evaluated in a simulated OHCA scenario. Participants had to recognise the incident of the cardiac arrest and follow the BLS sequence steps and perform two minutes of CPR. The scenario for each participant involved an unconscious victim who was not breathing in a sporting environment. Table 1 . List of variables resulting from the CPR test, BLS checklist, questionnaire, and self-perception.
CPR
BLS Checklist
Global CPR performance (%) Checking for consciousness Compression performance (%)
Opening the airway Ventilation performance (%)
Checking for We assessed the steps of the BLS sequence qualitatively using an observation checklist ( Table 1 ). The BLS sequence consisted of: confirming the safety of the environment, checking for consciousness, opening the airway, checking for breathing, calling 112 (emergency phone) for help and starting CPR. We obtained the variables related to CPR skills (Table 1) with the Resusci Anne Wireless SkillReporter software (v. 2.0.0.14) (Laerdal Medical ® ). Finally, we asked the participants for their subjective perception regarding their level of competence in performing CPR and their self-reported confidence in performing CPR in a real situation of an OHCA. We measured these variables with a 10-cm visual analogue scale.
Ethical Considerations
The study was approved by the Clinical Research Ethics Committee of Sports Administration of Catalonia (reference number 09/2016/CEICEGC). All the students provided written informed consent before their participation.
Data Analysis
Variables were expressed as mean (standard deviation) or absolute frequencies (relative frequencies) as appropriate. The Shapiro-Wilk test was used to check the normal distribution of the continuous variables (CPR variables). Paired samples T-test or Wilcoxon Signed Rank test were used to compare CPR variables between T1 (after initial training) and T2 (after 8 months); the T-test in the case of parametric variables and Wilcoxon Signed Rank test when data did not follow a normal distribution. McNemar's test was carried out to compare dichotomous variables over time; those variables were the steps of BLS sequence, which were categorized as yes/no (performed/not performed). All statistical analyses were performed using SPSS for Windows (v. 21.0), with the significance level set at p < 0.05.
Results
Of the 43 participants who received the training, 24 attended the follow-up (2 did not want to attend the follow-up, and 17 were self-excluded for unknown reasons). Finally, 23 participants were analyzed because one of them was excluded due to an error in the data. Of those 23 participants evaluated, 39% were female and all were aged between 21 and 28 years.
Basic Life Support Learning
After the training (T1), almost 100% of the participants performed the BLS sequence perfectly. All of them adequately assessed the safety of the environment, managed the airway and started CPR. Of the 23 participants, 19 (82.6%) performed all the steps of the BLS sequence correctly, 21 (91.3%) checked for consciousness and 22 (95.7%) checked for breathing and called 112 for help.
At T1, the participants presented a mean score of 72.5% (±21.0%) for their global CPR performance, 78.6% (±25.9%) for the chest compressions they performed, and 69.9% (±30.1%) for the ventilations they performed. Chest compressions were performed with a mean depth of 51.4 mm (±7.9 mm) and a mean rate of 115.3 compressions/min (±11.5 compressions/min), with 98.2% (±8.8%) of the compressions performed with the correct hand positions. The ventilations were performed with a mean volume of 663.7 mL (±319.0 mL) and a mean hands-off time of 7.5 s (±2.1 s). Table 2 presents all the descriptive data regarding the CPR skills.
The descriptive analysis of the participants who obtained a CPR performance score of <70% (n = 9; 39%) revealed a mean score of 52.1% (±6.1%, range: 21-69%) in their total CPR performance, 54.7% (±9.0 %) for the chest compressions they performed (67.4% (±12.6%) of the compressions were too shallow) and 73.3% (±11.6%) for the ventilations they performed. Table 3 shows all the descriptive data of the variables related to the global CPR performance of these participants at T1. Table 3 . Descriptive variables of the CPR components at T1 in participants with CPR performance <70% (n = 9). 
CPR Variables in Participants with
Basic Life-Support Retention
When comparing T1 and T2, a smaller proportion of the participants performed each step of the BLS sequence, except for checking for consciousness and starting CPR, at T2. The differences were statistically significant for airway opening and checking for breathing between T1 and T2 (p = 0.002 and p = 0.016, respectively). Figure 3 shows the percentages of the participants who correctly performed each step of the BLS sequence after training and at follow-up. At T2, only eight (34.8%) participants performed all the steps of the BLS sequence correctly (p = 0.007).
Hands-off time (s)
4.1 (0.5) CPR: cardiopulmonary resuscitation. T1: after the initial training. SD: standard deviation. #: number.
Basic Life-Support Retention
When comparing T1 and T2, a smaller proportion of the participants performed each step of the BLS sequence, except for checking for consciousness and starting CPR, at T2. The differences were statistically significant for airway opening and checking for breathing between T1 and T2 (p = 0.002 and p = 0.016, respectively). Figure 3 shows the percentages of the participants who correctly performed each step of the BLS sequence after training and at follow-up. At T2, only eight (34.8%) participants performed all the steps of the BLS sequence correctly (p = 0.007). There were no significant differences in the global CPR performance, compressions and ventilations between T1 and T2 (Table 2 ). However, both the global quality of compressions and ventilations are the sum of other different variables. For compressions, quality is determined by the depth of the compression, the rate and the position of the hands. The mean chest compression depth increased significantly eight months after training (p = 0.007), with the percentage of compressions performed at an adequate depth increasing and those that were too shallow decreasing (p = 0.010 in both cases). Additionally, in participants with a global CPR performance score greater than 70%, we found no significant changes between T1 (n = 14; 60.9%) and T2 (n = 13; 56.5%). For ventilations, quality depends on the ventilation volume. There were no differences found in the quality of the ventilations between T1 and T2.
At T2, 10 (43.5%) participants correctly answered the question about the placement of the hands for chest compression, nine (39.1%) about the chest compression depth and 13 (56.5%) about the chest compression rate. Only three (13.0%) participants correctly answered all three questions. Additionally, the self-reported level of competence and confidence in performing CPR in real situations had a mean score of 67.9% (±0.8) and 64.6% (±1.6), respectively, at T2. There were no significant differences in the global CPR performance, compressions and ventilations between T1 and T2 (Table 2 ). However, both the global quality of compressions and ventilations are the sum of other different variables. For compressions, quality is determined by the depth of the compression, the rate and the position of the hands. The mean chest compression depth increased significantly eight months after training (p = 0.007), with the percentage of compressions performed at an adequate depth increasing and those that were too shallow decreasing (p = 0.010 in both cases). Additionally, in participants with a global CPR performance score greater than 70%, we found no significant changes between T1 (n = 14; 60.9%) and T2 (n = 13; 56.5%). For ventilations, quality depends on the ventilation volume. There were no differences found in the quality of the ventilations between T1 and T2.
At T2, 10 (43.5%) participants correctly answered the question about the placement of the hands for chest compression, nine (39.1%) about the chest compression depth and 13 (56.5%) about the chest compression rate. Only three (13.0%) participants correctly answered all three questions. Additionally, the self-reported level of competence and confidence in performing CPR in real situations had a mean score of 67.9% (±0.8) and 64.6% (±1.6), respectively, at T2.
Discussion
After the 150-min BLS training, our participants showed good CPR skills when attending to an OHCA in a simulated sports scenario. Furthermore, most of the participants correctly performed each of the steps of the BLS sequence, as reported in other studies using a shorter [18, 19] or longer [20] training session than that used in our study. Our study participants achieved a mean global CPR performance score of greater than 70%, which is considered optimal [21] . These results are in accordance with those of a previous study evaluating university students in the health field, which reported that 96% of their study participants achieved global CPR performance scores >70% [22] . However, there are also some studies that have reported poor CPR performance scores (mean scores <50% [23] , or 69% of participants <70% CPR [19] ). Although to the best of our knowledge there are no previous studies assessing university students in sports sciences for us to compare our results to, we did compare our findings with those evaluating lay participants and found that our study participants obtained similar [24] or even better performance scores [5] . Specifically, a study involving 90 university students in the field of education reported CPR performance scores that were very similar to ours (80% of chest compressions and 37% of ventilations performed correctly) [24] , while another study assessing 80 lay participants after a half-day training session reported a CPR performance score of 41% [5] , which was much lower than that found in our study.
The high quality of the CPR performed by our study participants was due to the better chest compressions (78.6%) performed compared to the ventilations (69.9%). In general, our participants obtained satisfactory results in all the key aspects of performing chest compressions, similar to that reported by previous studies. Nearly all the compressions were performed with the correct hand positions (98.2%) [25] , more than two-thirds of the chest compressions had a depth of 50-60 mm [26, 27] , more than half of the chest compressions were performed at a rate of 100-120 compressions/min [28] , and each cycle of 2 ventilations had a mean time of 7.5 s, which is below the recommended maximum of 10 s [2] . It should be noted that the low scores of the nine participants who had global CPR performance scores <70% after their training were due to performing chest compressions that were too shallow. Performing compressions below the minimum recommended depth has previously been described to be a common error [20] .
Regarding the ventilations, although the mean volume (663.7 mL) was not very far from the maximum recommended threshold of 600 mL, only 38.2% of the ventilations performed were within the desired range of volumes. Given that ventilations are more difficult to perform than chest compressions for lay people [29] and that the ability to perform them decreases earlier [13] , it was not surprising that our participants from the field of sports sciences did not present excellent results for performing ventilations.
Although a lower percentage of the participants performed each step of the BLS sequence correctly (except starting CPR) eight months after their training, we only found significant differences for the steps that involved opening the airway and checking for breathing between T1 and T2. A recent study reported similar results [18] , observing differences for confirming the safety of the environment and checking for consciousness eight weeks after training compared to just after the training. Although opening the airway and checking for breathing are related to the airway and could be considered important for identifying an OHCA, retaining knowledge on these BLS steps is likely to decrease in the long term, such as after eight months [10, 30] .
Our finding that CPR skills did not significantly worsen eight months after training is remarkable. This was corroborated by no significant changes in global CPR performance, as well as in the chest compressions and ventilations performed. Therefore, our results indicate that frequent BLS retraining, every 3-6 months as recommended for professionals in the health field [10, 30] , might not be necessary. Likewise, our results provide evidence called for in previous publications concerning retention of CPR skills beyond six months [5] . To our knowledge, this has not been described before for exercise professionals.
In addition to the factors previously described (i.e., the type of training, age and educational level) [5, 30] , the capacity to retain CPR skills could also be related to greater motor skills. Greater motor skills can facilitate the learning and retention of a new motor skill due to the transfer principle, that is, the ability to learn a skill when one has already been acquired [31] . This same principle also explains the capacity to retain the skill learned over time [32] . The curriculum of the degree our participants were studying includes a large amount of content and practice. This, together with the practice of extracurricular sporting activities [33] , is likely to increase the motor skills of our participants, thereby enhancing their ability to learn and retain new skills such as performing CPR.
There was a significant decrease in the correct hand positions used for chest compressions eight months after training, which resulted in low-quality CPR. Moreover, less than half of the participants correctly answered the theoretical question about the exact point of compression. Since a previous study also described that this aspect was likely to be forgotten four months after BLS training [34] , special emphasis should be placed on ensuring correct hand placement in both the initial and refresher training sessions.
The participants were also asked to report their confidence about performing CPR in a real situation and their level of competence eight months after training. Previous studies have described that confidence increases significantly after BLS training [18, 20] , but decreases after periods of no refresher training, such as in our study, with values below 70% [18] . Low confidence and/or competence could affect the decision to provide first aid in an emergency, which justifies the need for so-called rolling refreshers (short and periodic training) [6] .
This study was not free from limitations. It used a simulated environment with manikins; thus, our results cannot be extrapolated to real situations involving more stress. Furthermore, the study design, an eight-month longitudinal study, affected the size of the sample. Additionally, our participants were recruited from only one university and voluntarily, therefore, there could be some bias related to economic, social, gender or cultural aspects.
Conclusions
University students in sports sciences were able to effectively attend to a simulated OHCA after a 150-min training session. Although the retention of CPR skills 8 months after the training was good, airway management and breathing assessment, as well as correct hand positioning during CPR, had significantly worsened. This should be taken into account in the initial training and refresher sessions of BLS in people with similar profiles to those of our study participants. Funding: This research received no external funding.
